Acute aortic occlusion with sudden paraplegia secondary to Aspergillus niger embolism from Aspergillus niger aortitis  by Jamieson, Russell W. et al.
CASE REPORTS
Acute aortic occlusion with sudden paraplegia
secondary to Aspergillus niger embolism from
Aspergillus niger aortitis
Russell W. Jamieson, MChir, MRCS(Ed),a William A. Wallace, PhD, FRCP (Ed), FRCPath,b
Jehangir N. Din, MBChB, MRCP,c and Zahid Raza, MD, FRCS(Ed),a Edinburgh, United Kingdom
Acute aortic occlusion caused by a saddle embolus is a rare vascular emergency. Associated sudden paraplegia secondary
to spinal cord ischemia is evenmore uncommon.Aspergillus surgical site infection is typically linked to cardiac surgery but
is exceptional. Here we present a case that combines all of these factors. A 67-year-old man presented with sudden
paraplegia from acute aortic occlusion with a saddle embolus from Aspergillus niger aortitis 4 months after aortic valve
replacement and aortoplasty. We believe this to be the second reported case of Aspergillus niger aortitis and the first
presenting as aortic occlusion with paraplegia. ( J Vasc Surg 2011;54:1472-4.)
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eAcute aortic occlusion is a rare but catastrophic vascular
event with very high morbidity and mortality.1 Acute oc-
clusion of native abdominal aorta can be the result of in situ
thrombosis or acute embolic occlusion. A study from Em-
ory University Hospital during a 12-year period reported
only 16 patients presenting with acute embolic occlusion of
the aorta, and these patients experienced an in-hospital
mortality rate of 31%.2 Patients with acute aortic occlusion
typically present with severe bilateral lower limb pain and
evidence of lower limb ischemia with paresthesia or para-
plegia. The Emory study documented sensory and motor
deficits in 55% of patients. Such neurologic signs have been
implicated in the delay in diagnosis of acute aortic occlusion
found in some studies, with patients incorrectly referred for
neurologic consultations despite clear evidence of vascular
compromise.3
Sudden paraplegia is much less common and is thought
to be related to the acute occlusion of the origin of artery of
Adamkiewicz and supplementary arterial ansa of the co-
nus.4 The presence of neurologic compromise is associated
with a highermortality rate.1 In patients with acute embolic
aortic occlusion, a cardiac source is most likely; all of the
patients in the Emory study had one or more cardiac risk
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1472actors, including atrial fibrillation, cardiomyopathy, valvu-
ar heart disease, recent cardiac surgery, and recent myocar-
ial infarction.2 We present a patient with sudden paraple-
ia secondary to aortic occlusion with saddle embolus from
ortitis due to Aspergillus niger infection.
ASE REPORT
A 67-year-old man underwent aortic valve replacement with a
3-mm Carpentier-Edwards Perimount Theon Aortic heart valve
Edwards Lifesciences, Irvine, Calif) and reduction aortoplasty 4
onths before his acute presentation. The reduction aortoplasty
equired excision of an ellipse of the aorta, with primary repair
sing a continuous Prolene suture (Ethicon, Livingston, UK). He
eceived 1.5 g of cefuroxime (Zinacef; GlaxoSmithKline UK,
iddlesex, UK) during the procedure. His postoperative recovery
as uneventful, apart from an episode of sepsis with blood cultures
ositive for streptococci consistent with a respiratory tract infec-
ion. This was successfully treated with co-amoxiclav (Augmentin,
laxoSmithKline UK).
Two days before his emergency presentation, he was assessed
y the cardiology team at a small community hospital after he
eported feeling generally unwell for the preceding week, with
alaise, lethargy, and slight shortness of breath. Transthoracic
chocardiography revealed moderate left ventricular hypertrophy
nd a well-mounted prosthetic valve with no evidence of endocar-
itis. Significantly, however, a high-pressure drop was noted across
he valve and the aortic root region of 112 mm Hg, giving a
radient of 5.3:1. With hindsight, this was probably caused by
hrombotic material adherent to the aortoplasty suture line that
artially occluded aortic outflow. Arrangements were made for
rgent elective admission to our tertiary center for transesophageal
chocardiography and further investigations.
The patient then presented acutely with a short (several hours)
istory of severe bilateral lower leg pain, difficulty walking, and a
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revealed bilateral lower limb ischemia and reduced power in the
lower limbs. Within 20 minutes of presentation, he had progressed
to complete paralysis of his lower limbs, with no detectable move-
ment, and his pain had become unbearable.
Examination revealed mottling of the anterior abdominal wall
from the umbilicus down, bilateral mottled lower limbs, absent
femoral and distal pulses, and a white right foot. Upper limb
perfusion and neurology were preserved, and he remained fully
conscious. Blood tests revealed a white cell count of 14.9  109,
hemoglobin of 113 g/L, a platelet count of 88  109, and a
C-reactive protein value of 81 mg/L.
A clinical diagnosis of acute aortic occlusion with saddle
embolism was suspected, and he was taken to the operating room
immediately. Fogarty balloon catheters were used to perform
embolectomy of both aortoiliac segments and both legs through
bilateral femoral access. A large volume of organized, firm, throm-
botic material was obtained from both aortoiliac segments and the
right leg. Inflow to both groins was restored, with satisfactory
backbleeding from the legs.
The patient was transferred to intensive care where he required
inotropic support. His legs showed signs of improvement, with
Medical Research Council grade 1-2/5 power bilaterally at the
ankle, knee, and hip. A transesophageal echocardiogram revealed
no evidence of valve endocarditis, but an area of aortic injury was
noted in the aortic arch. Motor power to his legs failed to improve
further, and a cerebrospinal fluid (CSF) drain was inserted to
reduce spinal cord pressure and aid cord perfusion. Within 3 days,
his legs had recovered such that movement against gravity was
possible and the CSF drain was clamped. By day 6, he had Medical
Research Council grade 4/5 power and the CSF drain was re-
moved.
The thrombotic material stained positive for fungal hyphae,
and mycology studies identified Aspergillus niger (Fig 1). He was
commenced on fluconazole initially, then voriconazole (VFend,
Pfzier, Surrey, UK), following microbiologic advice.
Computed tomography (CT) imaging (Fig 2) and transesoph-
Fig 1. Grocott’s methenamine silver stain (original magnification
400) demonstrated the septated hyphae ofAspergillus niger from
the thrombotic material extracted at embolectomy.ageal echocardiography demonstrated a pseudoaneurysm of the vortic root with thrombus and the continued presence of an area of
ortic injury overlying the aortoplasty suture line; however, no
esidual thrombus was seen on echocardiography. Both internal
liac arteries showed abrupt occlusion at their origin consistent
ith embolization, although fortunately for the patient, there was
o evidence of colon or bladder ischemia. Despite antifungal
herapy, he continued to have intermittent high fevers and confu-
ion. A CT brain scan showed no evidence of cerebral emboli. His
linical condition and blood tests initially improved before a pro-
ressive deterioration. Surgical intervention to replace the aortic
ig 2. A computed tomography coronal image demonstrates an
A) area of aortic injury at the site of aortoplasty and (B) a
seudoaneurysm of the aortic root with thrombus.alve and root was considered, but his clinical condition was such
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developed, and he died after withdrawal of support.
DISCUSSION
Aspergillus aortitis is a rare event. A report in the
Journal of the American College of Cardiology identified
only eight patients (all A fumigatus) in 9375 consecutive
cardiac surgery patients between 1975 and 2000.5 Seven
resulted in a rapid death, and the surviving patient was
treated by early redo surgery and long-term antifungal
therapy. Aspergillus surgical site infection is uncommon
and typically affects immunocompetent individuals in con-
trast to the more common invasive aspergillosis, which is
found in immunosuppressed patient groups.
In a comprehensive review, Pasqualotto et al6 identified
500 cases of surgical site infection with Aspergillus, with
cardiac surgery the most common surgical intervention
(188 cases). They identified a male predominance, a predi-
lection for the aortic valve (61%), a median time from
surgery to diagnosis of 2.7 months, andA fumigatus as the
organism in 59% of patients. Only 43% of the patients had
an antemortem diagnosis, with 6% having positive blood
cultures. Late embolization was a feature noted in the case
reports and provided the diagnosis in 17% of patients,
highlighting the importance of sending thrombus for mi-
crobiology evaluation. The overall mortality rate was 93%
and remained 81% despite surgical intervention. In this
review, the incidence of A niger infection was 11%, al- Shough no differentiation between endocarditis and aortitis
as made.
ONCLUSIONS
We present a patient with acute aortic occlusion with
udden profound paraplegia, a rare event in itself. The rarity
f this event is compounded by the identification ofAniger
nfection in the embolic thrombus after a recent aortic valve
eplacement and reduction aortoplasty leading to A niger
ortitis. To our knowledge, only one previous case of A
iger aortitis has been reported,7 but this was not associ-
ted with peripheral embolization.
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